Over the last 20 years a comprehensive paediatric nephrology service has been developed in Northern Ireland, based in the academic medical unit at the Royal Belfast Hospital for Sick Children (RBHSC). In the 15 years 1984-1998 a total of 77 renal transplants have taken place in patients aged 18 years and under. Initially transplants were only considered in children over five years of age but in the past eight years children as young as two years have successfully received kidneys. Aggressive nutritional support combined with peritoneal dialysis has enabled survival to a size when transplantation is feasible. The 5 year graft survival was 64%, with two children dying following transplantation. The complexity of managing this age group is reflected by the fact that a total of 10 transplants (13%) failed in the first 30 days. These figures compare favourably with statistics reported by similar paediatric centres from across the United Kingdom and Republic of Ireland, and with local results in adult patients. This demonstrates that a successful end stage renal replacement programme for children is achievable in a relatively small population, which is geographically isolated.
INTRODUCTION
Paediatric renal transplantation began in Northern Ireland in 1980. Despite clinical experience being limited by a relatively small population, long term graft and patient survival rates are comparable to other centres throughout the UK and Republic of Ireland. This represents a beneficial initial sharing of adult nephrology expertise with the paediatric team, and subsequent development of the ability to manage independently even the smallest child with renal failure.
METHODS AND PATIENTS
Data was provided by the United Kingdom Transplant Support Service Authority from the national transplant database. All patients 18 years and under at the time of renal transplantation in Northern Ireland between the years 1984 and 1998 inclusive were included. Information was collected relating to primary diagnosis, donor and recipient age, waiting time on the transplant list, organ refusal, graft and patient survival, cause of graft loss and growth parameters post transplant.
RESULTS
From 1984-1998 a total of 77 cadaveric renal transplants have taken place in Northern Ireland in patients 18 years of age and under. The commonest primary diagnosis was reflux nephropathy in 31 cases (40.3%), eight cases were caused by hereditary nephropathy (10.4%) and seven by glomerulonephritis (9%). Five (6.5%) cases were caused by congenital renal hypoplasia or dysplasia and one (1.3%) Number of offers transplant and an additional three in days 8 to 30, amounting to 13%. Guy's hospital for example has seen 45 fail in the first 30 days post transplant 2 accounting for 19% of the total (these statistics cover the period 1983-1994). The classifications of causes of graft failure shown in Table III are those employed by the UK Transplant Support Service. Initially a proportion of kidneys may be lost immediately following surgical placement due to an overwhelming immunological reaction. These are classified under the general title of hyperacute rejection. We believe this grouping fails to distinguish in our patients between severe immunological rejection, and early vascular thrombosis possibly caused by technical problems with the anastomosis. In 10% the primary cause of renal failure has recurred, usually glomerulonephritis. The apparent difference in the proportion of local patients suffering from rejection whilst on immunosuppression compared to nationwide figures, (Table III) is likely on review to result from a local anomaly in data reporting. The Belfast graft losses on immunosuppression are probably similar but hidden within the "other" category.
Two deaths, both occurring in the early postoperative period, represent a mortality rate of 2.6%. The causes of death were (a) fluid overload and (b) ARDS (Acute Respiratory Distress Syndrome.) In the UK and Republic of Ireland 48 deaths occurred in the 10 year period 1984-1993 giving a mortality rate of 3.4%, the 4 commonest causes of death being cardiac arrest (1 5%), fluid overload (13%), pulmonary infection (10%) and septicaemia (8%).2 An ongoing audit of causes of early graft loss and death has led to refinement of transplant protocols in order to improve outcome.
Initially all children were immunosuppressed with prednisolone and azathioprine in combination until the mid 1980's. When cyclosporin became available it was an important milestone, which led to improved graft survival.9 This drug works by inhibiting the transcription of interleukin 2 and thus early T cell activation. The use of cyclosporin became routine in our children despite initial dosage difficulties related to variable metabolism in childhood. Nephrotoxicity is avoided by careful blood level monitoring but 
